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In large-scale production in the Lilly 
Laboratories the cost of the experimental 
and control work necessary to determine 
potency and insure uniformity in suc- 
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spread over sucha large output that it adds 
little to the cost of the individual package. 
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zation required to make certain of the 
purity, potency, and uniformity of In- 
sulin, Liver Extract, and Parathyroid Ex- 
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THE TREATMENT OF DIABETIC COMA 
By 
Dr. Atex M. Burcess 


ProvipENcE, R. I. 


Death from diabetic coma is usually prevent- 
able. Treatment begun promptly at the patient’s 
home, in spite of the absence of hospital and lab- 
oratory facilities, is much more likely to save life 
than is the most skillful hospital treatment begun 
three or four hours later. When possible the best 
plan is to start the treatment at home and then 
move the patient to the hospital for more careful 
supervision. No time should be lost in getting in 
the first dose of insulin as soon as the diagnosis 
is made. 

In view of the fact that many practitioners are 
unfamiliar with the blood studies and other meth- 
ods usually used in the hospital in caring for these 
patients, the following simple statement of the es- 
sentials of treatment is presented as an aid to those 
who find it necessary to deal with this emergency 
under conditions where facilities for such careful 
observation are lacking. 


1. Diagnosis: It is of course of the utmost im- 
portance that coma of other origin be not confused 
with diabetic coma. Coma due to cerebral hemor- 
rhage, uraemia and drugs, such as morphine, can 
usually be differentiated without difficulty by the 
physician who is on his guard. Coma due to in- 
sulin is frequently mistaken for diabetic coma and, 
if this occurs, the large dose of insulin which the 
patient receives may be a source of great danger 
to him if the error is not promptly detected. The 
most important point in making the differential 
diagnosis is that diabetic coma develops slowly, 
and unconsciousness due to insulin, suddenly. The 
diabetic in coma, except in the terminal stage, 
shows respiration definitely increased both in 


depth and rapidity, and a dry skin—whereas the 
respiration of the patient in insulin shock is usual- 
ly normal and his skin is moist. 


2. Insulin: This is the remedy par excellence. 
The presence of sufficient insulin and carbohy- 
drates in the tissues means that no more B-oxy- 
butyric acid will be formed and that the state of 
acidosis which is causing the coma will be de- 
creased as the existing acid bodies are eliminated. 
One should therefore give a rather large dose of 
insulin, twenty to thirty units, preferably intra- 
venously and follow this by fifteen units subcuta- 
neously every hour for three or four doses, 


3. Carbohydrates: If facilities are lacking for 
making blood tests one should give carbohydrates 
in some form about thirty minutes after each dose 
of insulin if the patient can swallow and retain 
them by mouth. Ginger ale and orange juice both 
represent approximately ten per cent sugar solu- 
tions and four ounces may well be used after each 
dose of insulin. It is well not to hurry in the ad- 
ministration of these liquids but to give them grad- 
ually during the time that remains before the next 
dose of insulin is due. Although it is perfectly 
true that the diabetic in coma usually has an ex- 
cess of blood sugar it is also true that by using car- 
bohydrates in the manner described in connection 
with relatively large doses of insulin the blood 
sugar is reduced gradually rather than suddenly, 
and the possibility of inducing “insulin shock” is 
eliminated. After three or four doses the insulin 
may be given at three or four hourly intervals. 
The urine should be tested every four hours if 
possible and, if necessary, should be obtained by 
catheterization. If it is found to be sugar free the 
following dose of insulin should be reduced to five 
units and the carbohydrate administration con- 
tinued, and this should be kept up until a positive 
test is again obtained in the urine when the use of 
the original dose should be resumed. This plan 
should be continued, using |full doses of fifteen 
units of insulin when the urine has been found 
positive and five units when it has been found 
negative and keeping up the carbohydrate intake 
as above described, until the patient has been out 
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of coma for at least twenty-four hours. In case 
the patient cannot take carbohydrates by mouth 
dextrose may be given by rectum, using ten grams 
in a dilute solution to take the place of four ounces 
of ginger ale or orange juice. Occasionally, be- 
cause the rectal dextrose is not well retained it is 
necessary to give it intravenously. If this is the 
case it is convenient to use the prepared ampules 
of 50% glucose solution which may, if necessary, 
be given undiluted if given slowly. Carbohydrates 
should only be given intravenously when other 
routes fail and usually it is only necessary to give 
one or two doses in this manner. 


4. Liquids: It is of the utmost importance to 
replace the depleted body fluids. By giving plenty 
of liquids, also, the elimination of the existing acid 
bodies is greatly favored. A diabetic in coma 
should receive a minimum of one liter every six 
hours. It is convenient to give a pint of tap water 
by rectum every six hours and to administer the 
rest in small doses by mouth when possible. The 
subcutaneous administration of salt solution is 
necessary at times and should be preferred to the 
intravenous route because of the danger of a sud- 
den cardiac overload. 


5. Other measures: The best available nurs- 
ing is of course essential. The rectum had best be 
emptied at the start by a cleansing enema. If a 
suspicion of gastric dilatation exists lavage of the 
stomach may be of great help. Caffeine in 7% 
grain doses is advisable where depression of the 
respiratory and circulatory centers has begun as 
evidenced by a weakening of the pulse and a ces- 
sation of the air hunger. Keeping the patient 
warm is of the greatest importance and the use of 
heaters and blankets should be a routine. 


6. After care: When the patient has been con- 
scious for at least twenty-four hours and is very 
definitely improved one may begin his transition 
to a more normal diet. Oatmeal, 1%4 cup, cooked, 
with a tablespoonful of milk, is a good substitute 
for the ginger ale or orange juice at one feeding. 
Clear broth or weak coffee with two Uneeda bis- 
cuits may be substituted at another time and the 
feedings with the preceding insulin doses may be 
given at four or five hour intervals. On the fol- 
lowing day the diet may well be changed to a reg- 
ular three meal regime with appropriate insulin 
dosage. The administration of tap water by rec- 
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tum may be discontinued as soon after recovery 
from coma as the patient is able to take fluids free- 
ly by mouth and has shown definite improvement 
in his general condition. 

Severe Acidosis and “Threatened Coma.” These 
should be treated exactly as coma is treated except 
that the large initial dose of insulin is not needed. 
Insulin and carbohydrates should be given at three 
or four hourly intervals in the manner already de- 
scribed and the fluid intake should be kept above 
the minimum requirement mentioned. 

Prognosis: Two factors are most important. 
(1) The duration of the coma before treatment is 
instituted and (2) the presence or absence of in- 
fection. Uncomplicated diabetic coma of short 
duration clears up usually in a few hours with 
adequate treatment. If severe infection is present 
the patient, though he may regain consciousness 
for a time will often relapse into unconsciousness 
again and die in spite of treatment. 

For sake of convenience there are stated below 
the routine orders which might well be followed 
in treating a case of diabetic coma in the home. 

1. Give twenty or thirty units of insulin in- 
travenously. 

2. Keep patient warm, using heaters and blan- 
kets if necessary. 

3. Give cleansing enema. 

4. One hour after first dose of insulin give 15 
units subcutaneously and repeat in two hours. 
After second dose repeat every three hours. 

5. Half hour after each dose of insulin give 
approximately 10 grams of dextrose in the form of 
orange juice or ginger ale, 4 oz. by mouth, or if 
necessary give as 200 cc. of 5% glucose by rectum. 

Note: If carbohydrates cannot be administered 
successfully by either of these routes give 20 
grams of dextrose intravenously and repeat if 
necessary in four hours. 

6. Give water in small doses every 15 minutes 
by mouth and give 1 pint of tap water by rectum 
every six hours. If patient cannot take water by 
mouth or tends to vomit give 500 cc. of salt solu- 
tion subpectorally. 

7. If the urine becomes sugar free reduce the 
following dose of insulin to 5 units and continue 
this dosage until a positive test is obtained. When 
test becomes positive resume the original dose of 
15 units. 
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8. When the patient is conscious lengthen the 
interval between insulin doses to four hours and 
continue for at least twenty-four hours. 

9. Give caffeine in adequate dosage (e. g. gr. 
viiss) if a circulatory failure seems imminent. 


THE INJECTION TREATMENT OF 
VARICOSE VEINS* 


Ceci, C. Dustin, M.D. 


ProvipENCE, R. I. 


The injection treatment of varicose veins has 
passed the experimental stage, and is unquestion- 
ably the best method, yet devised, for this rather 
common, and decidedly disabling condition. The 
earliest references date back to 1851. Unfortun- 
ately, the early technique and solutions used re- 
sulted in the methods being eventually condemned 
by the French Societies in 1894. Since 1911, 
European workers have reported several thousand 
successful cases, and, particularly since the World 
War, the method has been accepted in practically 
all the Continental countries. Within five years 
there have been an increasing number of reports 
in the British and American Medical Journals. It 
is very interesting in reviewing this literature, to 
note that usually the severest criticisms, and skep- 
tical comments come from those who have had 
little experience with the injection method. At 
present, there has been reported well over 50,000 
cases treated by this method, and an analysis of 
the literature by McPheeters and Rice’ shows only 
seven deaths in these series. Of these seven 
deaths, probably only two occurred in cases in 
which the proper technique was observed. This 
gives a mortality rate of .0024, as against the gen- 
erally accepted figure of .7, mortality rate in op- 
erative procedures for the treatment of varicose 
veins. 

In this country McPheeters and Rice in Min- 
neapolis, and DeTakats?, Chicago, have done a 
great deal in stimulating interest, and giving this 
form of treatment its proper standing among the 
accepted therapeutic measures. Kilbourne*, in a 
recent article, the result of a careful survey, point- 
ed out that this method is not only safe, but it is 


*Read before the Providence Medical Association 
May 6th, 1929. 
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effective. He found the mortality in the United 
States, following surgical excision, to be one in 
250 cases. The mortality by injection is less than 
one in 4000. Recurrences after operation average 
thirty per cent, and after injection six per cent. 
It is noted that the mortality rate following op- 
erative procedure in this country is less than that 
generally reported from the European countries. 


The aim of this treatment is to obliterate the 
lumen of the veins, and, when successful, the vein 
is completely destroyed, and is not capable of re- 
canalization. The chemical irritant destroys the 
intema of the vein, very frequently causes a con- 
traction of the muscular coat, with a diminution, 
of course, in the size of the lumen, and the forma- 
tion of a primary thrombus, which is very rapidly 
invaded by fibroblasts. The end result is a con- 
nective tissue cord in place of the previously di- 
seased vein. French* and American‘? investiga- 
tors have proven, by microscopical examination, 


- that the organization of the primary thrombus fol- 


lowing injection is very much more rapid and act- 
ive than the organization of a thrombus forming 
in the vein in which the intema is still intact. This 
fact, unquestionably, accounts for the extreme 
rarity of pulmonary embolism as a complication in 
this treatment. 


As yet, no ideal solution has been devised. Euro- 
pean clinics use largely sodium salicylate, in 
strengths varying from 20 to 50%, sometimes com- 
bined with sodium chloride solution, of varying 
strength. Glucose and a combination of invert 
sugars, in strengths of 30 to 50% are extensively 
used in certain of the American clinics. Quinine 
hydrochloride and urethane solutions have been 
used, particularly in obliterating the smaller va- 
rices. An ideal solution would be one which is not 
toxic in the amounts required, and yet is sufficient- 
ly irritating to accomplish the desired effect, and 
it must not cause coagulation of the blood. Its in- 
jection should be as free of pain as possible. Any 
of the previously mentioned solutions can be used, 
and the solution used must vary somewhat with 
the individual case. The salicylate and sodium 
chloride solutions are very effective, but they are 
also rather prone to cause cramping in the extrem- 
eties for several minutes after the injection. The 
glucose and sugar solutions are not apt to cause 
pain, and they are less effective in accomplishing 
the desired results. In my experience urethane 
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and quinine hydrochloride solutions are prac- 
tically painless, but there are individuals who are 
susceptible to quinine, even in therapeutic doses, 
such as in one instance a woman who menstruated 
for 24 hours following each injection of this solu- 
tion. Glucose has the advantage of being much 
less irritating, if, by accident, it is allowed to in- 
filtrate the tissue surrounding the vein. The sali- 
cylate and sodium chloride solution, in the 
strengths used, will cause sloughing if they are 
introduced into the perivenous tissue. The quin- 
ine solutions are also very irritating, and are capa- 
ble of causing sloughs. It would appear that, in 
unskilled hands, glucose is the better solution, 
and, unquestionably, even with skilled operators, 
in a large series of cases there are bound to be a 
few instances in which solutions are introduced 
into the tissue outside the vein. I feel that at pres- 
ent, generally speaking, the glucose is the safest 
solution to use, although I do not hesitate to use 
salicylate or quinine whenever I feel that it will 
better accomplish the desired results. 


Before treatment, the patient should be exam- 
ined, with respect to heart and kidney complica- 
tions, and the extremeties should be examined to 
determine the extent and nature of the varicosities 
present. Tests should be used to determine the 
patency of the valves in the deep and superficial 
veins. In cases in which the deep and communicat- 
ing veins are involved, with loss of patency of the 
valves, the treatment must proceed with a greater 
degree of caution than in the case where only the 
superficial veins are involved. Apparently mild 
degrees of heart and kidney disease are not con- 
traindications, and some of the experienced men 
feel that even pregnancy is not to be considered a 
contraindication. Any case in which a previous 
deep thrombophlebitis has existed is probably not 
suitable for this form of treatment, because, in 
these cases, the varicosities are the result of a di- 
seased condition in the deeper veins, and are apt 
to be the only patent veins left in the diseased 
extremity. In cases with infected varicose ulcers 
the treatment is not contraindicated, but greater 
care must be exercised, as unpleasant complica- 
tions in these cases are more common. 


The technique of injection requires some ex- 
perience and skill, because many times the vari- 
cose vein, in spite of its enlargement, is more diffi- 
cult to successfully puncture than is the normal 
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vein. The position of the limb should be such as 
to cause a certain amount of distension of the 
vein, so that the needle may be more easily intro- 
duced, but the position should not be such as to 
increase the venous pressure to a point where the 
injected solution may leak back through the punc- 
ture wound. I find that, on the average, with the 
extremity at an angle of 45 degrees, the veins are 
usually quite easy to puncture. The veins may be 
blocked by pressure above and below the point of 
injection, or the solution may be introduced at a 
puint low down on the extremity, without pres- 
sure on the vein above. If the varicosities are ex- 
tensive and tests show a possible downward flow 
in the superficial veins, a point high up is more 
suitable for the first injection. If, in a vein with 
a reversed blood flow, an injection is made low 
down, the solution may cause an undesirable de- 
struction of communicating or deep veins. If the 
vein is blocked, a smaller amount of solution can 
be used successfully; and the extent of the de- 
struction is much more easily controlled than when 
large quantities of solution are introduced, allow- 
ing destruction to extend as far as it will go. At 
best it is difficult to estimate the amount of vein 
which wiil be destroyed by any single injection. I 
have seen a primary thrombosis occur in the 
saphenous vein from just above the internal mal- 
leolus to the saphenous opening, after the injection 
of only 3cc. of 359%, sodium salicylate, and this in 
a vein which was easily over lcm. in diameter. 


It can readily be seen that the amount of de- 
struction will depend largely upon the dilution of 
the solution by the blood, and by the length of time 
that the solution is in contact with the intema of 
the vein. The factors involved in estimating the 
amount of solution to inject, and the type of solu- 
tion to use on any particular case, can only be 
learned by experience. 


Patients are not confined to bed during treat- 
ment, and, in fact, the men who have had. most 
experience in this type of. therapy, advise against 
immobolization of the legs during treatment, but 
it is quite important that the injected veins be col- 
lapsed by external pressure, immediately after in- 
jection, and the pressure should not be removed 
for several days. I have found the Ace bandage 
very useful in producing the necessary pressure, 
and the bandage may be rendered more effective 
by the use of cotton pads, or pieces of rubber bath 
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sponge. If the veins are not collapsed ‘by pressure 
they become filled with a much larger primary 
thrombus, and the time for complete organization 
is much longer than when the vein is kept collapsed 
because necessarily the thrombus in the collapsed 
vein is very small. Usually several injections are 
required before satisfactory destruction of all the 
varicosities is accomplished. In my series of 132 
cases the largest number of injections was 26, and 
the smallest 1, the average being 7 injections. The 
number of injections, of course, varies a great 
deal with the extent of the varicosities, and some- 
what with the size of the individual vein. 


Ulcers practically always heal rather promptly 
after the destruction of the veins which are re- 
sponsible for the impaired circulation in the vicin- 
ity. It is not always easy, however, to find and 
obliterate all the varicosities in the neighborhood 
of the ulcer, particularly where the skin shows 
thickening and induration, as is often the case in 
long standing varicose ulcers. The eczemas usual- 
ly disappear promptly when the veins have been 
properly treated. 


Immediately after injection, and lasting some- 
times from 5 to 10 minutes, there may be more or 
less cramping in the lower leg. The amount of 
pain varies with different solutions and the av- 
erage patient does not complain very much. For 
several days later there will be soreness along the 
destroyed vein, and a slight amount of edema of 
the skin below, and over, the point of injection. 
Usually even when extensive areas have been 
treated the edema has disappeared at the end of 
two weeks. 


Theoretically, the most feared complication in 
this treatment should be pulmonary embolism. 
However, as I have already indicated, the number 
of accidents of this nature in over 50,000 cases is 
exceedingly small. The slough and discomfort 
from introducing solutions outside the veins is 
probably the most common complication. The 
normal reaction and soreness along the course of 
an injected vein can hardly be considered as a 
complication. Sepsis must always be guarded 
against, and particular care must be taken in cases 
where active ulcers are present, or where there is 
any suggestion of an existing thrombophlebitis. 


This therapeutic measure is safe, efficient, and 
not expensive. It deserves more general use, and 
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offers us a means of reducing economic loss, and 
personal discomfort. 
199 Thayer St. 
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ACTIVITIES OF THE STATE BOARD OF 
HEALTH OF RHODE ISLAND 


The Board was created in 1878, one of the first 
of the kind to be established. It has been given 
much authority in the matter of controlling disease 
and in applying the best means for prevention of 
the same. The Board consists of seven members, 
one appointed each year by the Governor and ap- 
proved by the Senate. 

The work of the Board is carried on by six 
Divisions. The Commissioner of Public Health 
has general supervision over the Divisions, is also 
State Registrar of Vital Statistics and Secretary 
of the Board of Registration in Medicine. He pre- 
pares annual reports, keeps in close touch with all 
local Health Officers, with other State Health De- 
partments, and with the United States Public 
Health Service. From his office antitoxin is dis- 
tributed free throughout the state. 


Laboratories 


The Board began to make bacteriological exam- 
inations for physicians in 1894, the first in the 
United States to do this work. It has constantly 
and increasingly extended its work. Examinations 
are here made of cultures and tissue specimens 
submitted by physicians. Over one thousand of 
the latter per year are now examined. Only a few 
state laboratories render this aid to physicians. 
Determinations are made in the case of typhoid 
fever, tuberculosis, diphtheria, malaria and vene- 
real diseases; also blood examinations, human 
milk, spinal fluids, and animal brains for rabies, 
and just at present the new disease of undulant 
fever. Much work is also done for veterinarians, 
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and a Department of Toxicology has recently been 
established. This will save much money that has 
been spent in the past outside of the state. 

A recent inquiry has shown that Rhode Island 
exceeds in the amount and variety of laboratory 
service most of the states in the Union, and unlike 
the usual custom, the work is done without pay- 
ment of fees. 

All drinking water supplies are examined fre- 
quently and reports made on the character of the 
water. Any suspicion of contamination is reported 
to the local authorities and recommendations made 
in regard to the treatment necessary. As proof 
that this work has been well done, we need only to 
point to the fact that typhoid fever has been re- 
duced almost to the vanishing point. Rhode Island 
held the record among the states in this country 
for lowest mortality of this disease per hundred 
thousand population during three years. It was in 
1921, 2.8; 1922, 1.3; 1923, 1.1. It lost its best rec- 
ord among the states by a slight margin in a few 
instances during the next three years, but in 1927 
its record was 0.4. Public health records in this 
country, in any state, or in any foreign country 
will be searched in vain for a typhoid record so 
favorable as this. This is not due to accident, but 
mainly because of the State Board of Health’s 
supervision over drinking water supplies. The ex- 
amination of sewage from all parts of the state is 
made in the laboratory of the Board. 


Contagious Diseases 


It is very fortunate that the Commissioner has 
been able to secure the passage of reasonable 
amendments to the vaccination law. Smallpox, 


therefore, is almost unknown in this state, and our. 


present law has been accepted as a model by sev- 
eral states during the past two years. 

The work of controlling venereal disease, under 
the Directorship of Dr. Kerney, has been most 
gratifying. Six well conducted clinics are op- 
erated in the state. The work is very important. 
To indicate how efficient it is, I note in the last 
report that the Director in his follow-up work has 
investigated two hundred and seventy-nine cases, 
all dangerous centers of infection, and secured 
control and treatment in 92.8% of this number. 
Local police departments and the state police are 
rendering valuable assistance in co-operating with 
Dr. Kerney. Prisoners held in our penal institu- 
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tions affected with these diseases are required, due 
to a statute written by the Health Commissioner, 
to remain, regardless of term of sentence, until 
they are no longer a menace to the public. 

Tuberculosis has shown a decrease in mortality 
since 1919 of just one-half. Ten years ago the 
death rate per one hundred thousand was one hun- 
dred and forty ; in 1928 it was seventy. 

Diphtheria, which has been a matter of special 
concern, has fallen off about 68% since the Board 
inaugurated its campaign of preventing diphtheria 
among school children. The Rhode Island State 
Board of Health was one of the first to do this 
work, and of about seventy-five thousand children, 
having been thus treated, no child in the state has 
died or been sick from this disease. This is a rec- 
ord that cannot be duplicated in this country, and 
no state has as large a percentage of immune chil- 
dren as Rhode Island. We first began this work in 
Westerly, and no town in this country of equal 
population has so favorable a record. No death 
from diphtheria has occurred in Westerly for 
about seven years. During many recent years we 
have had the lowest mortality of any state in the 
country. This work has been helpful, not only in 
saving the lives of children, but also as a matter 
of economy. 


Child Welfare 


No branch of the Board’s work has been more 
gratifying than that conducted by the Child Wel- 
fare Division, which was established in 1919. 
By its “home visits service” advice and helpful 
suggestions were given for the care of fifty-eight 
thousand children under five years of age last 
year. Prenatal advice was given to some fourteen 
hundred expectant mothers, and fourteen hun- 
dred and seventy new homes were visited. 

The midwife problem has been greatly im- 
proved. The older and inefficient have not re- 
ceived licenses, and those remaining are under 
constant supervision of the Board’s nurses. 

A report of the Children’s Bureau in Washing- 
ton under date of last December indicates that 
Rhode Island has the lowest rural maternal death 
rate in this country—twenty-one per ten thou- 
sand live births. The average for all states in the 
registration area according to this report is 55.4. 

The effect on child life in this state by the work 
of the Board is commented on in the report of 
Miss Grace Abbott, Chief of the Children’s Bu- 
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reau, as follows: “The program is reflected in 
the decline of infant mortality rate in Rhode 
Island from the high point of 108 per thousand 
live births in 1917 to 66 in 1927,” and again in the 
same report, “The greatest decline in any of the 
New England States was in Rhode Island.” 

All incoming transatlantic passenger boats are 
met by a representative of the Child Welfare Di- 
vision, resulting in helpful suggestions and cor- 
respondence. Many children unfamiliar with our 
customs have thus been guided into proper homes, 
either in this or some other state. 


Vital Statistics 


The Board has charge of the state’s vital statis- 
tics, since the change of law advocated by the 
Board was passed in 1921. A very complete card 
index system of vital records is kept, which is 
thoroughly up-to-date. 

It is now necessary that physicians must re- 
port births within forty-eight hours. This re- 
quirement has proven very helpful. 


Registration in Medicine, 


The duties of examining and licensing physi- 
cians falls to the Board. Much careful work is 
required in verifying all statements of medical 
applicants, securing information as to the stand- 
ard of the colleges and hospitals in which candi- 
dates have been prepared, and especially in con- 
ducting cases in court for violation of the medical 
practice act. 

This state has for the past eleven years been 
included as one of the twelve states holding the 
highest standard of candidates seeking to be li- 
censed to practice. 


New Activities 


Last year the duty of the camp and swimming 
pool licensing and inspection was placed with the 
Board. This has been important and worth while, 
as it has guaranteed safety in these places made 
so much use of by the public. 

The new quarters into which the Board has 
recently moved are ample for its present duties and 
an anticipated growth. 

The Board suggests that its annual report for 
1928, just off the press, be studied carefully. Its 
annual vital statistics reports indicate that hu- 
man life in this state has been gradually increased. 
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It is now about nine years more than it was ten 
years ago. The Board has preferred to inform 
the public of its duties and accomplishments by 
these reports rather than by sensational newspaper 
write-ups. 

Respectfully, 


Byron U. RicHarps, M.D. 


LABORATORY-ENDORSED 
THERAPEUTIC AGENTS 


W. H. Manwaring and A. P. Krueger, Stan- 
ford University, Calif. (Journal A. M. A., July 13, 
1929), assert that three decades of clinical ex- 
perience with laboratory-endorsed vaccines and 
antiserums give ample data from which to cal- 
culate the probability coefficient for this class of 
therapeutic agents. Hundreds of theoretically 
logical, laboratory-endorsed vaccines and anti- 
serums have been tried by clinicians ; 95 per cent 
of them have been thrown into the clinical dis- 
card. An impartial mathematician would con- 
clude from this that fundamental immunologic 
theories and current experimental laboratory 
methods assay less than 5 per cent clinically veri- 
fiable truth. He would unhesitatingly predict that, 
of twenty theoretically logical, laboratory-en- 
dorsed vaccines and antiserums, only one would 
prove a clinical success. It would be more difficult 
for a mathematician to make an equally reliable 
calculation for laboratory-endorsed agents in col- 
lateral fields of applied immunology ; for example, 
the current laboratory-endorsed bacteriophage. 
Previous experience with biologic antiseptics of 
this class has been too meager for more than an ap- 
proximate estimate. He would be forced to base 
his approximation on two or three imperfect 
parallels, with serum bacteriolysin and leukocytic 
extracts as the closest historical examples. If 
forced to make an approximate calculation from 
available historical data, a statistician would prob- 
ably take the average of the demonstrated clin- 
ical zero for leukocytic extract, the 1 per cent 
clinical value of serum bacteriolysin and the maxi- 
mum immunologic efficiency, 5 per cent. This 
average is 2 per cent. A liberal approximation 
would be 3 per cent, which is surely a therapeutic 
gamble, with the odds at least 30 to 1 against 
clinical success. 
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EDITORIALS 


THE “HICK” TEST 


This may be described as a test of the patient 
upon the physician and merits a brief discussion. 
The Hick has been described many times in both 
poetry and prose. His attire, mental attitude, con- 
templative manner and characteristic speech are 
well known and need no description. He may at 
rare intervals be drawn on the grand jury or con- 
sult a physician. Fifty years ago the term farmer 
was used in opprobrium and commiseration, now 
one would curry favor with these stalwart and up- 


standing sons of toil and envy their bank accounts. 

Any busy consultant can offer a large number 
of instances and illustrations of the fact that de- 
spite the high standard of work done by most phy- 
sicians, many patients consult them who have not 
had the most cursory physical examination. We 
respectfully submit that it takes but a few minutes 
to look into the throat, observe the chest, palpate 
the abdomen and pursue any simple test which 
the patient’s story shows to be needed. In a life 
insurance examination requiring forty minutes, 
80% of the time is spent in taking the applicant’s 
story. Unless some such examination as this is 
conducted it is the physician who is the “hick” and 
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reacts to a 100% positive Hick test. We venture 
further to suggest that if the usual simple tests are 
performed in each case that there will be less need 
for the so called “group practice” for the doctor 
can then send his patient to that specialist who can 
satisfy his mind upon doubtful points. It may be 
stated with positiveness that quite a few of the 
laboratory tests occasionally performed are of 
only suggestive diagnostic value and not deter- 
minate and satisfy only a part of the diagnostic 
doubt in the case. The physical examination to- 
gether with brief notes is the thing, furthermore 
with this examination comes the revelation of the 
patient’s needs and the necessity of further med- 
ical care and the more complete fulfilment of the 
physician’s usefulness. With the auscultation of 
the cough comes the need of further observation. 
With the examination of the rectum comes the 
need of a slight operation which may advance the 
patient well upon the road to health and comfort. 
With the auscultation of the abdomen may come 
the discovery of intestinal flatus or hyperperistal- 
sis, suggestive of chronic disease and the urinaly- 
sis may give reasons for an elaborate complex and 
allow the application of a medicinal and hygenic 
regime which may prolong life and increase use- 
fulness. It must be said that unless we are thor- 
ough in our methods and complete in our exam- 
inations some of the caustic criticism of our pro- 
fession appearing from time to time in the lay 
press will prove to be more or less well founded 
and incidentally we have never seen any physician 
who does good work and is thorough in his exam- 
inations forsaken or his seed begging bread. 


THE PREVENTION OF DEATH FROM 
DIABETIC COMA 


For many years after the introduction of diph- 
theria antitoxin there were a considerable number 
of practitioners who either “didn’t believe in ser- 
ums” or were not sufficiently familiar with the use 
of the new agent to apply it. As a result many 
lives were lost. At the present time it is to be 
feared that a somewhat similar situation exists re- 
garding diabetic coma and insulin. Death from 
uncomplicated diabetic coma, as from diphtheria, 
is absolutely preventable providing the diagnosis 
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is made reasonably early and the appropriate 
treatment correctly applied. 

In view of the fact that many practitioners at 
the present time have found it impossible to be- 
come sufficiently familiar with the modern treat- 
ment of diabetes, the JouRNAL publishes in this is- 
sue a special article by Dr. A. M. Burgess on “The 
Treatment of Diabetic Coma.” In this it is at- 
tempted to state the essentials of treatment in a 
practical way that will help the doctor who finds 
himself confronted with this emergency to face 
the issue with confidence and give his patient the 
benefit of effective aid that usually results in a 
spectacular relief of his symptoms. 


A QUESTION IN MEDICAL ETHICS 


' Medical ethics considers primarily the welfare 
of the patient. Regardless of his financial condi- 
tion, he should receive not only the average med- 
ical skill to which he is legally entitled but the best 
medical service available. If he requires a special- 
ist the best available specialist should be chosen. 
Where the practice known as fee-splitting is in op- 
eration, the patient receives not the best medical 
treatment available but the service which pays the 
largest commission to the one who is influential in 
bringing the patient to treatment. 

In this community, direct fee-splitting is so 
rarely encountered that one who has been in active 
practice for many years may never have had a sin- 
gle instance brought to his attention. But the prac- 
tice of allowing the physician who has referred 
the patient to the surgeon to assist at the operation 
and prescribe the after treatment in order that he 
may collect a considerable fee for this work may 
be more reprehensible from the standpoint of med- 
ical ethics than the practice of direct fee-splitting. 
The services of the untrained, occasional surgical 
assistant or anesthetist are often worse than value- 
less. Better for the surgeon to worry along unas- 
sisted than to subject his patient to the danger of 
infection trailing the assistant who is unaccus- 
tomed to operating room technic. The untrained 
anesthetist subjects the patient to even greater im- 
mediate danger and post-operative discomfort. 
May not this indirect method of paying a commis- 
sion to the one who refers the patient be more 
disastrous than direct fee-splitting? 
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CASE REPORTS 


RHODE ISLAND HOSPITAL 


CLINICAL-PATHOLOGIC CONFERENCE 


Case reported by Dr. C. Cooke. 

Age: 60. Male, white, married. 

Admitted: 
January 6, 1929. 

Frequency and painiul micturition, duration 
3 months. 

Pig, 
Onset three months ago with frequent mic- 
turition. After three weeks this became pain- 
ful’and the urine was red. Treated with pills 
by several doctors without relief. Fainted in 
church, had temperature of 104. Went to 
doctor who said he had a hypertrophied 
prostate. Sent into Rhode Island Hospital. 


F. H. 
No bearing on this case. 
No operations, no accidents nor serious 
illness. G. C. infection at 20 years of age. 
Good appetite up until three weeks ago. 
Bowels regular up until last month. Since 
that time rectum feels different when he de- 
fecates. Stools brown, never black or bloody. 
Rectal Exam. Prostate enlarged, but soft. 
Reflexes Active and equal. Blood pressure 
120/65, 


Rectal Exam. 

Prostate enlarged, but soft. 
Reflexes 

Active and equal. Blood pressure 120/65. 
1/9/29 


Flat plates of abdomen, negative. Urine 


loaded with W. B. C. 

1/11/29 
Cystoscopy was attempted today. Stricture 
was encountered and it was impossible to 
pass cystoscope. 

1/22/29 
Small amount of blood in rectum. Rectal 
examination is negative. Bladder irrigated 
with A. B. solution. 
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2/9/29 
Sounds passed easily, but it was imposible 
to pass catheter into the bladder. 
Operation: Feb. 15, 1929. 
5 inch supra pubic incision. Bladder wall 
approximately 34” thick. The whole upper 
portion of the bladder was filled with a cauli- 
flower like growth, which bled easily and 
gave appearance of being malignant. These 
areas were cauterized with actual cautery. 
The whole ant. portion of bladder, including 
prostatic area, was normal. No. 30 catheter 
sutured in upper part of bladder for drain- 
age. 
Patient did badly, vomited continuously and 
died 8 days following operation. 
Diagnosis: Carcinoma of the bladder, ure- 
mia and broncho pneumonia. 

Discussion: 
Dr. J. W. Keefe opened the discussion. He 
reviewed briefly cases of diverticulitis which 
had come under his care. One of these in- 
volved the bladder. 

Demonstration of Postmortem Material: 
There is a great tumor mass within the sig- 
moid colon which has extended entirely 
through the gut wall and into the bladder. 
There is also a perforation into the perito- 
neal cavity. 

Pathologic Diagnosis: 
Adeno-carcinoma of sigmoid colon. 

Case reported by Dr. J. Sweeney. 


M. McW. 
Age: 53. Female, white, single. 


Admitted: 

February 21, 1929. 

An emaciated dyspneic unmarried white 
female of 53 years admitted to Gyn Service 
on February 21, 1929, complaining of swell- 
ing of left leg and abdomen, loss of strength, 
loss of weight, and dyspnea without exertion. 
About two and a half years ago patient 
first noticed a swelling in the midline of ab- 
domen below umbilicus. Pt. too “bashful” 
to have an examination. This swelling in- 
creased in size and she wore corsets to pre- 
vent comments about her being pregnant. 
About the 4th of January this year became 
dyspneic and in last two weeks could not step 
up on car step. Loss of weight since soon 
after onset—best weight 170 lIbs., present 
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weight about 90 lbs. In last year and a half— 
since July, 1928—the left leg has been swol- 
len intermittently. Throughout entire illness 
there had been no pain. Appetite ravenous 
throughout. For 2 weeks before admission 
all symptoms have increased. Menopause at 
49 years; no flow since. 

T. 100.6, pulse 120, respiration 22, B. P. 
120/70. 


Gen. exam. is irrelevant. 

The abdomen is entirely filled with a large, 
smooth mass over which the skin may be 
moved. A fluid wave is definitely made out. 
The umbilicus is flattened out and superficial 
veins are prominent, especially in the upper 
quadrants. Bowel near costal margin not 
distended. No tenderness. 

Nulliparous vagina. One finger admitted 
with difficulty. By rectal the cervix is pos- 
terior and to the left. Bulging seems to pre- 
sent equally on both sides. Left leg and thigh 
swollen and pits on pressue. 

Wass. negative. 22 mg B. U. U. Blood sugar 
80 mg. 

Blood type 2. 

Blister test 7.1. 

Urine negative. 


2/25/29 


Pt. was operated with a preoperative diag- 
nosis of malignant ovarion cyst. “Median 
incision. Cyst tense and the size of a 9 
months pregnancy was freed up. The liver 
was found practically all cancerous. Fluid 
withdrawn through tap 9% quarts. Speci- 
men of tissue removed and sent to Lab. 
Wound closed in layers.” 

Put on D. L. after operation and ran a 
stormy course until she died on March 3, 
1929. Autopsy was granted and done the 
same day. 


Demonstration of Postmortem Material: 


There is a great cystic tumor mass filling 
the lower abdomen. It measures 30 cm. in 
diameter. In the cyst are three liters of fluid. 
In the cyst wall are large nodules of solid 
carcinomatous tissue. There is pressure on 
the ureters resulting in a marked dilatation 
of the kidney pelves. The liver weighs 3700 
grams. It is filled with large nodules of tu- 
mor tissue. The left femoral vein is throm- 
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bosed. This has resulted in marked edema of 
the left leg, thigh and labia. 


Pathologic Diagnosis: 


Carcinoma of the ovary (cystic). 
Metastatic carcinoma of the liver. 
Hydronephrosis. 

Thrombosis of femoral vein (left). 


Case reported by Dr. J. O’Connell. 


Age: 41. Female, white, married. 


Admitted: 


April 1, 1929. 


CC. 


Pain in R. U. Q. with nausea and vomiting. 


During past year patient has had intermit- 
tent attack of pain in R. U. Q. associated at 
times with some nausea and gaseousness. 
Three days ago (Friday morning, March 
29th) had attack of pain in R. U. Q., very 
severe in character and radiating to lower rt. 
shoulder. Pain was relieved by hypodermic. 
Following morning vomited and continued to 
vomit at frequent intervals throughout the 
day, with, however, very little pain. Felt 
very good on day before admission. Pain 
again recurred on morning of admission. 
Note: Patient delivered at Lying-In Hospital 
one month previous to admission. Nursing 
baby at present time. 


Appendectomy, two years ago, otherwise 
no other operations. 

Nine pregnancies. One miscarriage. (5th) 
Normal puerperium always. Catamenia, nor- 


mal. 


M. H. 


Husband living and well. 8 children living 
and well. 


F. i. 


Irrelevant. 


Physical Examination: 


The patient is a rather obese Italian woman 
of 41 years, not in any great discomfort. She 
is pale, very definitely anemic. There is a 
faint icteric tint to conjunctivae. 
Temperature 100, respiration 20, pulse 96. 
Head and thorax: essentially negative. 
Abdomen flabby and pendulous. There is a 
ragged 4” rt. rectus incision with moderately 
large incisional hernia over this site. A firm 
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smoothly rounded movable mass about 3” in 
diameter can be readily palpated in R. U. Q. 
through incisional hernia. It is not especially 
tender. 
There is tenderness and moderate muscular 
rigidity over G. B. region on deep palpation. 
P. E. otherwise essentially negative. 
Course 
4/4/29 
Patient complains of some pain in right up- 
per quadrant. Nauseated at times, but has not 
vomited. Vital signs are within normal lim- 
its. The mass which on first examination 
seemed confined to U. R. Q. can easily be 
moved to opposite side of midline. Manipu- 
lation of the mass does not elicit much dis- 
comfort. Urine: 3 plus, sugar with ‘acetone. 
Blood sugar: 111 mg. Patient on diabetic 
routine (insulin U 5 t. i. d. TD TY). 
4/7/29 
Patient fairly comfortable. Temp., pulse and 
respiration within normal limits. W. B. C. 
6400. Urine: 1 plus to 3 plus. Acetone and 
diacetic present. On insulin X t. i. d. diet 
CoPFs. 
X-Ray 
G. B. is not visualized, suggesting pathologi- 
cal gall bladder. 
4/10/29 
Repeated G. B. series fail to show G. B. out- 
line. 
R. B. C. 3,560,000. 
Hgbn. 65%. 
W. B. C. 9,400. 
Laboratory reports lactosuria. Baby weaned. 
4/14/29 
R. B. C. 3,770,000. 
Hgbn. 65%. 
W. B. C. 7,350. 
Polys. 65%. 
Patient comfortable, diabetes under control. 
Operation : April 20, 1929. 
At operation a solid mass about the size of a 
baseball was found in the mesentery of the 
small intestine about 8 inches below the be- 
ginning of the jejunum. The tumor was in- 
timately connected with the intestine neces- 
sitating resection of about 10 inches of the 
jejunum. A lateral anastomosis was done. 
The gall bladder wall was white and thick. 
It was empty except for a few small stones. 
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The condition of patient was such that gall 
bladder operation was considered inadvis- 
able at this time. The patient made an un- 
eventful recovery. 


Demonstration of Surgical Specimen: 
(Dr. Clarke.) 


Gross Description: 

The specimen consists of a tumor mass 
which measures 11 cm. in diameter. En- 
circling the tumor is a loop of small intes- 
tine. On opening the intestine at the point 
where the tumor evidently arose, the gut is 
greatly widened and there is ulceration of the 
mucosa which measures 34%x4 cm. The 
tumor evidently originated in this region and 
has grown outward into the mesentry. The 
external surface is covered with smooth 
mesothelium. On section the tumor appears 
to be made up largely of smooth muscle. 


Microscopical Description: 
The tumor has the same histology as is seen 
in smooth muscle tumors of the uterus. 
There are interlacing bundles of smooth 
muscle and fibrous tissue. In the region of 
the ulcer there is infiltration of inflamma- 
tory cells. A short distance from the ulcer- 
ated area the gut wall has its normal longi- 
tudinal and circular layers of muscle. Nearer 
the ulcer these coats become lost in the tumor 
mass so that the tumor comes to lie directly 
beneath the mucosa and tumor tissue forms 
the floor of the ulcer. 

Diagnosis: 
Leiomyoma of intestinal wall. 
Many of the patient’s symptoms were, no 
doubt, due to the gall bladder condition, since 
it was found to contain stones at the time of 
operation. 


OBITUARY 


Dennis C. O’ LEARY 


Dennis C. O’Leary died on September the fifth, 
1929, in his 55th year. He was born in Worcester, 
the son of Cornelius and Joanna (Sullivan) 
O’Leary and when less than a year old the family 
removed to Providence. After graduating from 
La Salle Academy he entered Holy Cross College 
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where he graduated in 1896, receiving his medical 
degree from Harvard Medical School in 1900. 
Since that time he practised in Providence until 
his last illness. 

In 1912 he married Mrs. Helen Desmond Crow- 
ley of Meriden, Conn., who survives him together 
with a stepson, Claude D. Crowley, and a cousin, 
James O'Leary, of Attleboro. He was a member 
of the Providence Medical Association and was a 
physician for the Antlers and the New England 
Order of Protection. 


Dr. O’Leary’s ability and genial nature soon 
brought him a large family and industrial practice 
and seeing the need he soon became familiar with 
the Portuguese language the better to serve those 
whose acquaintance with English was as yet lim- 
ited. And although his busy life left but little time 
for recreation he particularly enjoyed the Greek 
Classics which he read with ease, having continued 
his studies in Greek and Latin since his college 
days. Dr. O’Leary is mourned by a large follow- 
ing of devoted patients and friends. 


Epwarp CAMPBELL, 
Joun J. Mappen, 
W. Louris CHAPMAN. 


SOCIETIES 


PROVIDENCE MeEpDICAL ASSOCIATION 


The regular monthly meeting of the Providence 
Medical Association was called to order by the 
President, Dr. Arthur H. Ruggles, Monday eve- 
ning, November 4, 1929, at 8:55 o’clock. The rec- 
ords of the last meeting were read and approved. 
A letter from Mrs. Sartwell in answer to the obit- 
uary of Dr. Sartwell was read. An obituary of Dr. 
Dennis C. O’Leary was read by the secretary, and 
it was voted that it be spread on the records pub- 
lished in the journal and a copy sent to the family. 
Dr. Alexander M. Burgess reported that a patient 
of his had been treated by a Mr. M. J. Morse for 
nephritis. Dr. Lawson also reported a case of can- 
cer treated by Morse. Dr. Rounds reported that 
he had the matter under investigation. Dr. Skel- 
ton asked questions. 


OBITUARY 193 


The first paper of the evening was read by Dr. 
Geo. W. Waterman on Organotherapy in Gyne- 
cology. He felt that the value of commercial 
glandular products had been very small. Labora- . 
tory research is now getting definite results where- 
as clinical use had been absolutely chaotic. Some 
interesting experiments were quoted where follic- 
ular liquid or extracts of human placenta brought 
on the sex cycle in speyed rats. Dr. Waterman 
expects marked advances in the near future. 

The paper was discussed by Dr. Pitts, Dr. Per- 
kins, Dr. A. T. Jones, Dr. Buxton, Dr. Skelton, 
and Dr. Waterman. 

The second paper by Dr. Gary W. Wells was on 
The Present Day Interpretation of Basal Meta- 
bolism. A standard minimum of activity is neces- 
sary before measuring rates of metabolism. Hence 
patients go without food 14 hours and rest before 
a test. 


Indirect calorimetry does not measure heat but 
estimates it by the relation of oxygen consumed 
and carbon dioxide given off. A short description 
of the technique of the test was given and the va- 
riations in different types of individuals. He-then 
discussed the relation of the test to the various 
types of thyroid disease and also the findings in 
numerous other diseases. 

The paper was discussed by Dr. Wing, Dr. Ful- 
ton, Dr. Lawson, Dr. Miller, Dr. Clinton Westcott, 
Dr. Burgess, Dr. Sanborn, Dr. Streker, Dr. Per- 
kins and Dr. Wells. 

The meeting adjourned at 10:50 P. M. Attend- 
ance 88. 

Respectfully submitted, 
Peter Pineo Cuase, Sec’y. 


Ruope IsLANpD Mepico-LeGAL Socrety 


The regular quarterly meeting of the Society 
was held in the Medical Library Building, 106 
Francis Street, Providence, on Thursday, Oniobes 
31, 1929, at 5 P. M. 

A paper, “On The Witness Stand,” was read 
by Dr. John D. Adams, an orthopedic surgeon of 
Boston. 

Following adjournment, a light supper was 
served. 


Jacos S. Kettey, M.D., Sec’y. 
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ROENTGEN OBSERVATIONS IN MASS- 
IVE ATELECTASIS AND POST- 
OPERATIVE PNEUMONIA 


The roentgen appearance in collapse of the lung 
will depend on the extent of the collapse and, to 
some degree, on the etiologic factors, asserts 
George W. Holmes, Boston (Journal A. M. A., 
July 13, 1929). The degree of density depends on 
the completeness of the collapse and the presence 
or absence of “drowning.” The involved area is 
more dense than the surrounding lung; the heart 
and mediastinal contents are usually displaced 
toward the affected side; the diaphragm is high 
and, in the early stages, there is absence of re- 
spiratory excursion; the intercostal spaces are 
narrow, but the costophrenic sinus is usually not 
obliterated. When only one lobe is involved the 
dull area will correspond to the region of the in- 
volved lobe, although the area is usually smaller. 
The lower margin is likely to be sharply defined, 
the upper rather mottled and indistinct. The dis- 
placement of the heart to the affected side is less 
marked, particularly if the collapse is in the upper 
lobe. The high, fixed position of the diaphragm 
is a fairly constant finding in all early cases and 
is of considerable value in the differentiation of 
postoperative collapse from collapse due to foreign 
bodies in the bronchi. In some cases of massive 
collapse there is probably a considerable amount 
of fluid in the air passages. In these cases the 
shadows are more dense, the outline of the dia- 
phragm may be obliterated and the displacement 
of the heart to the affected side may be consider- 
ably less. While it is not proved that this condi- 
tion follows acute massive collapse, there is 
considerable evidence that this is a possibility. 
The shadow caused by chronic complete collapse 
of the lung is similar to that seen in chronic sup- 
puration and is frequently overlooked or mis- 
interpreted. The roentgen observations in the 
typical cases are sufficiently distinct to permit of a 
correct diagnosis if the examiner considers col- 
lapse a possibility. The error usually occurs 
from failure to consider collapse or by overlook- 
ing the shadow completely. The signs of impor- 
tance in the differentiation from lung abscess or 
bronchiectasis are : the shape of the shadow, which 
is tonguelike or triangular; its even density with 
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absence of mottling or cavity formation; the 
sharply defined margins without evidence of in- 
flammatory reaction around them, and the location 
of the shadow. The lobes usually involved are 
the lower ones, and the shadows are seen in the 
angles between the heart and the diaphragm. The 
postoperative pulmonary complications most 
likely to be confused with acute massive collapse 
are pneumonia or infarction. In the interpreta- 
tion of roentgenograms of the chest it is necessary 
to keep in mind the effect of respiration, position, 
tube-film distance, and exposure time on the ap- 
pearance of the lung fields. In postoperative 
pulmonary complications it is usually not pos- 
sible to make fluoroscopic studies, and the roent- 
gen observations are obtained from a series of 
films. These films are usually taken at the bed- 
side, which necessitates relatively short tube-film 
distance and a rather long exposure time. The 
character of films taken under these conditions 
must be considered in drawing conclusions. A 
marked change may take place in postoperative 
collapse if the patient is allowed to cough or 
change position. This procedure should be tried 
when possible and roentgenograms taken before 
and after doing so, as they may help to establish 
the diagnosis. It is of considerable importance 
to have roetgenograms taken at stated intervals 
until the lung returns to normal, as there is some 
evidence that in a certain percentage of these cases 
the involved lobe fails to expand and may become 
airless. 


FELONS, ACUTE LYMPHANGITIS AND 
TENDON SHEATH INFECTIONS 


The differential diagnosis of a felon, an acute 
lymphangitis and a tendon sheath infection Sum- 
ner L. Koch, Chicago (Journal A. M. A., April 
6, 1929), says depends on definite symptoms and 
signs which can be readily recognized if they are 
kept in mind and sought for. To make such a 
diagnosis is of the utmost importance, for the 
avoidance of bone destruction in the case of a 
felon and of tendon necrosis in the case of a 
tendon sheath infection depends on early incision 
and drainage. In the treatment of an acute lym- 
phangitis, on the other hand, abstinence from sur- 
gical treatment is imperative if one is to avoid the 
possibility of converting a local infection into a 
general septicemia. 
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ADVERTISEMENTS 


PSYCHOLOGY and MUSIC 


DOCTOR! send your patients 
to Fay’s or the Majestic for 
an hour or two of relaxation. 


Clergymen, Doctors, Lawyers, Nurses and Business Men, 
will enjoy a few hours of relaxation at 
Fay’s or the Majestic. 


As a General Antiseptic 
in place of 
TINCTURE OF IODINE 
Try 


Mercurochrome-220 Soluble 


Dibrom-oxymercuri-fluorescein 


2% Solution 
It stains, it penetrates, and it 
furnishes a deposit of the 
germicidal agent in the 


desired field. 
It does not burn, irritate or 


injure tissue in any way. 


Hynson, Westcott & Dunning 
BALTIMORE, MD. 


A member of this Society 
who does not patronize our 
advertising columns as far 
as possible is directly doing 
his State Medical Society 
an injury, also you are 
missing some mighty fine 


bargains. All Class A ad- : 


vertising. Don’t forget to 
mention This Journal to 
our advertisers. 


Mention our Journal—it identifies you. 


GASTRON 


The Entire Soluble Constituents of the Fresh 
Gastric Mucosa, Including the Pyloric 


The amino acids, colloidal proteins, known activated enzymes, associated 
nitrogenous extractives, organic and inorganic cell principles—these are all 
contained in Gastron. 

GASTRON is an aqueous-acid glycerin-extract. 

It is significant of the degree in which Gastron presents a gastric-gland 
concentrate that 1 c.c. is capable of converting 200 grams of coagulated egg 
albumen under the official test; the high protein content is shown by the 
copious precipitate with strong alcohol, ammonium sulphate, etc. 

GASTRON, the true stomach gland extract, gland tissue juice, is of con- 
stantly increasing repute. It finds appeal for clinical application and observa- 
tion in the progress of science in the study of the functions of the stomach 
and of the nature of the gastric gland secretion. 

GASTRON is devoid of any trace of gland origin; it is agreeable and 
stomachic. 


Makers of orginal product Fairchild Bros. & Foster 


Recommended for Safer Baby-Feeding 


They are Scientifically designed and made from Purest 
Amber Gum with important Hygienic and Sanitary features 


Amber “Anti-Colic’ »x«x» Nipple “Anti-Colic’ Nursing Bottle Cap 


=, No. 161 BRAND 
=. * Forms an air-tight seal. Ab- 


Has ball top with three holes like 
the original Anti-Colic brand nipple. 
Is made seamless with reenforced 
walls at sides of top and shoulder of 
base. Will not collapse. Special 
tapered bottom bead grips the bottle 
lip. Will not pull off, yet is easily 
removed. Reversible for thorough 
cleansing. Retains shape after re- 
peated sterilization. 


10c ea. Carton of 3-25c 


No. 150 


solute protection for both 
bottle lip and contents from 
contamination of dust, insects 
and germs. The patented tab 
makes it easy to apply or re- 
move the cap. May be re- 
peatedly sterilized without 
change of shape. 


10c ea. 
Carton of 6-50c 


Complimentary Samples will be mailed on request 


Davol Rubber Company 


PROVIDENCE, R. I., U. S.A. 
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TRADE MARK 
Anti Conic 


